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jou r nal h o mep ag e: w ww .e lsev ier . co m / loc ate / i j idFigure 1. (a) Purpuric petechiae of the hand. (b) Purpuric petechiae of the sole of the
foot.A 31-year-old African American woman with a past medical
history of systemic lupus erythematosus (SLE) presented to the
emergency department with severe weakness and a petechial rash
on her hands and the soles of her feet. She was febrile, tachycardic,
and tachypneic. Major laboratory ﬁndings included severe
thrombocytopenia and anemia. The patient was admitted and
treated as a case of SLE ﬂair.
While hospitalized, the petechiae became purpuric and
extremely painful (Figure 1). On auscultation, she had
developed a new systolic murmur on the left sternal border.http://dx.doi.org/10.1016/j.ijid.2014.03.1375
1201-9712/ 2014 The Authors. Published by Elsevier Ltd on behalf of International So
license (http://creativecommons.org/licenses/by-nc-nd/3.0/).Echocardiography showed large mitral valve vegetations. Blood
cultures were positive for methicillin-sensitive Staphylococcus
aureus. The patient developed decreased vision, and a fundus
examination demonstrated Roth spots on both retinas.
Acute S. aureus endocarditis was diagnosed. The patient was
treated with intravenous antibiotics, but did not improve.
Echocardiography showed rupture of the mitral valve and
consequently she required a mitral valve replacement.
Endocarditis-related skin lesions include painful Osler nodes, as
in the patient described here, and non-painful Janeway lesions.
These lesions are both the causd by septic embolization and
present histologically as microabscesses.1 In the pre-antibiotic era,
40–90% of patients with endocarditis had skin lesions;2 today these
are less commonly found.
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